Background. Severe mental illness occurring abroad is a difficult situation for patients, their families, and for the local medical community. Patients with mental problem are doublely stigmatized due to their mental illness and because they are foreigners in an unfamiliar country. The appropriate treatment is often delayed, while patients are often dealt with in a manner that violates their human rights. Moreover, repatriation -which is vital in this case -is often delayed due to the lack of international protocols for the transportation and treatment of mentally ill travelers. Methods. Authors analyzed several factors related to acute mental health problems during travel: the etiology of symptoms, the appropriate treatment possibilities abroad, and medical evacuation and repatriation of the psychotic patient. The article presents a brief review of travel-related mental disorders, the epidemiology of mental health issues faced by travelers, and the significance of pre-travel advice for these patients. The first problem is to recognize (and redress) the particular challenges faced by a psychotic patient in a strange country. The second challenge is to prepare the patients, often in a poor psychiatric state, for medical evacuation by commercial aircraft. Another important question is the best way to take the patient through customs and security control. All of these, as yet unresolved, issues can make the mental patient virtually defenseless. Conclusions. Although timely repatriation of a mentally ill patient is vital and urgent, most travel insurance policies exclude treatment and repatriation costs incurred due to acute mental illness. The high cost of treatment and repatriation must be paid by the patient or their family, which could lead to severe financial strain or insolvency. Changing the approaches taken by the local mental health care community, police, airport security, and insurance companies remain a challenge for psychiatrists.
Introduction
International travel boomed after the World War II with the advent of affordable commercial airlines and ships. Indeed, a 'travel industrial revolution' has occurred; travel is now the most popular holiday activity and is projected to reach 1.6 billion people a year by 2020. The fastest mode of travel, flying, is associated with never-before-seen medical problems, such as the jet-lag, travelling thrombosis and travel-related psychopathologies. In fact, the demand for preventing and treating these travel-related diseases required a new medical discipline, travel medicine. These specialists soon focused their attention on the psychopathological aspect of travel. 1 Mental problems occurring during a trip can be frightening for the patient, their relatives and travelling companions, and present an especially difficult situation for local doctors. Travellers are subject to many unexpected medical problems, but those suffering from acute mental illness are doubly stigmatized. On one hand, they are foreigners in a strange country, in strange circumstances, while on the other, they are often considered simply crazy or dangerous by locals with different customs.
Travel-related mental health problems are varied. Patient with a pre-existing mental illness almost never seek pre-travel advice, so the prevention of any acute exacerbation is difficult. Specialists in travel medicine usually have little experience with these issues as they Review usually focus on infectious diseases. Consequently, adequate preparation is missing and the traveller is ill prepared for an acute episode. An accurate diagnosis is rarely developed on time, or the patient is misdiagnosed. The patients are unable to take care of themselves, their treatment is often rough, and repatriation is often difficult. Moreover, the majority of travel insurance companies do not cover the cost of treatment abroad or the cost of repatriation. This leaves the mentally ill traveller in an almost defenceless position.
Methods
To mitigate the aforementioned problems, the nature, origins and incidence of travel-induced or travel-coincident acute mental illness must be studied. The available literature discusses some relevant factors that can provoke the symptoms, but few have emphasized prevention. Travel-induced mental decompensation/alteration, often called 'travel psychosis', has been described, although the majority of cases are not true psychotic episodes but milder mental or behavioural disturbances.
The Aetiology of Travel-Related Psychiatric Symptoms
Travel-related psychiatric symptoms are often precipitated by the stress of travelling, although alcohol and drug dependency are also important triggers. 2 The mental and physical loading reduces the traveller's tolerance to stress, resulting in exhaustion, 3 different forms of vegetative symptoms and mental alterations. These symptoms and stressors are mutually reinforcing, resulting in a cascade of reactions that constitute the different travel-related psychopathological symptoms. Besides the stress factor of travel, some pre-existing diseases (mental or organic) may produce mental symptoms. The most common travel-induced mental health problems stem from anxiety or anxiety disorders; the prevalence of acute anxiety among travellers is about 60% and fear of flying accounts for about 1/4 of the total cases. 4 Anxiety or panic attacks account for 7% of all in-flight medical problems. 5 The distinction between pathological anxiety and rational fear is sometimes difficult to distinguish and such fears can stem from some nonpsychopathological factors. 6 For example, worrying about infection in countries with poor hygienic conditions and the repeated hand-washing are simply self-defence mechanisms. During the trip, pre-existing anxiety syndromes can be reactivated or exacerbated. Stressful events during travel, such as loneliness, loss of control, financial difficulties, a traumatic event (an accident or disturbing sights of poverty) and environmental disasters can have behavioural and psychosocial consequences for travellers. Even appropriately socialized adults can become angry and aggressive while waiting in long queues or in response to the humiliated procedures employed by security control, especially when combined with physiological stressor like low bloodsugar. Long-term travellers (aid workers, military personnel, expatriates) are likely to be exposed to these same stressful situations, but in combination with long work hours, job stress and lack of sleep or fatigue that can compound stress and anxiety. Substance-dependency, or rather withdrawal of the substances during travel, can trigger air-rage, 7 instability or even psychosis in those predisposed. 8 Obviously, the stress of travel can trigger or exacerbate a preexisting or undiagnosed mental illness. In fact, a developing psychosis often motivates the patient for travel. Naturally, the strange environment can provoke an acute decompensation in schizophrenia or schizotypal disorder, or trigger a manic episode in bipolar patients. Indeed, these syndromes account for the majority of psychotic cases encountered. 9, 10 The misunderstandings caused by different cultures and the language-barrier can immediately launch delusions that can be exacerbated further by the airport security process. The nervous, tense or aggressive traveller is a suspect from the outset, and so are the target of intensive surveillance by security officers. This circulus vitiosus can be fatal as the upset person may be branded a terrorist and shot. 11 In addition, the change in time zones (and daylight shifts) often trigger or exacerbation the symptoms of the affective patient 12-14 or generate a de novo psychiatric illness. 15 The acute travel-induced psychotic attack is a well-known phenomenon in travellers without a previous history of psychosis; in particular, young adults with no previous history of mental health problems may experience their first psychiatric episode abroad. 16 Elderly people are susceptible to travelinduced acute psychotic attacks as well. 17 Senior citizens with disturbances of memory and cognition, or who are dependent on sleeping pills, are particularly prone to travel-induced mental illness. 18 The most common symptom in travel-induce mental disturbances is anxiety with or without depression. These patients are more likely to have (pre-existing) claustrophobia, fear of flying or aversion to crowds. The hypersensitivity to these stressors can trigger both behavioural and physical symptoms (including hyperventilation and gastrointestinal complaints). Most cases of panic attack due to the use or withdrawal from hallucinogen drugs were observed in combination with depressive symptoms. 19 The neuropsychiatric side effects associated with the antimalarial drug mefloquine may also be compounded when administered concurrently with some antiretroviral medication (and also carries the risk of neurological toxicity). Mefloquine can trigger mental disturbances or depression, mainly in patients who have a previous psychiatric history. 19, 20 Therefore, this agent must be carefully proscribed when travelling to areas known for dangerous leisure activities (diving, climbing, etc.). However, more recent surveys suggest that these side effects are less frequent than previously thought. 21 Other common behaviour disturbances are the voyager syndromes provoked by cultural or pilgrimage destinations, as the Jerusalem syndrome, [22] [23] [24] the Stendhal syndrome 25 and the Paris syndrome. 26 Another travel-related mental problem, as well as a psychiatric problem of migrants and expatriates, is culture-shock 27 or reverse culture shock. 28 Even the longest form of travel, the space flight, impacts the astronauts' mental status. 29, 30 Additional factors that can contribute to mental disturbances during travel are fatigue, 31 disturbances in thermoregulation, metabolic abnormalities, disturbances in brain circulation, infections 32 and vitamin B 12 deficiency. 33 The latter is frequent among chronic alcohol abusers, in the elderly, or in cases of maladsorption syndrome caused by infections such as helminthiasis. The relationship between the disturbances of circadian rhythm (such as jet-lag) and depression is well established. 34 Travel-induced psychopathological events occur mainly at the beginning or end of travel, forming a U-shaped frequency curve 35 similar to the culture shock cycle. 36 As for the incidence of the mental symptoms during travel, data show the 11.3% of travellers experience some kind of psychiatric problem. Among these patients, 2.5% suffered from severe psychosis and 1.2% (of total) required longer than two months therapy at home. 37, 38 Among expatriates, the incidence of psychological disorders is about 1%. 39 Data derived from the travel medicine literature
show that acute psychotic attacks were about one-fifth of the total travel-related psychiatric problems. 40 Psycho-organic problems during leisure sports and expeditions are also common (as high as 5%), obviously because of the influence of extreme environments. 41 For comparison, among the travel-related illnesses, urogenital infections account for 3.5% and STDs for 3.4%. 42 There are few studies concerning treatment abroad and repatriation of the psychotic patient. According to data from French assistance companies, 15-20% of the total repatriations are due to psychiatric illness. 43 The non-physical problems were predominant in the most vulnerable groups of long-term travellers or expatriates. 44 Among employees and dependents of the Foreign Service manic and hypomanic states accounted for 2.8% of all psychiatric medical evacuations. 45 The mental health issues suffered by repatriated psychiatric patients are detailed in Table 1 .
The most appropriate treatment for travel-related psychosis is immediate repatriation to a familiar environment. After exclusion of a possible organic disease, the patient should be treated with maximal doses of the appropriate or previously prescribed medication in order to stabilize the patient for travel. Almost all psychiatric patients have to interrupt their trip and travel back home. Most patients went home alone or were escorted by family member or friends; however, in about one-fifth of all cases, the patient required a professional escort (doctor or nurse). 46 Repatriation for psychiatric reasons is different from repatriation for other medical emergencies. According to international standards, the acute psychotic patient should not be transported by public transport. Persons with psychiatric disorders whose behaviour is unpredictable, aggressive, disorganized, disruptive or unsafe should not travel by commercial flight. Patients with psychotic disorders who are stabilized on medication and are accompanied by a knowledgeable companion may be able to fly. 47 Patients diagnosed with drug or alcohol abuse must be detoxified before they travel in order to avoid in-flight withdrawal reactions.
Results
By analyzing the literature, we can conclude that the majority of mental health problem provoked by travelling result from stress.
Some travellers attempt to moderate stress using alcohol or drugs. Travel-induced stress also has a significant impact on the healthy traveller as well as on the patient with pre-existing diseases. Travel-related stress stems from four factors (Figure 1 ): physical strain, often due to increased walking (with luggage) and insufficient sleep; environmental strain induces by the unusual climate, unusual food and dehydration; psychological strain imposed by an unfamiliar environment that requires continuous conformity and adaptation to the language barrier; and psycho-social strain imposed by relations within of the travelling group, loneliness, uncontrolled sex life, and culture shock. 48 After detailing the symptomology, the travel medicine specialist must consider both possible psychiatric problems (might be provocated by travel-related stress, or another mental health problem) and organic causes (Table 2) . Obviously, the normalpathological border can be blurred under the unusual circumstances of international travel. In addition, there is often great difficulty in determining whether symptoms stem from psychiatric or organic causes peculiar to the unfamiliar environment.
In order to decrease the risk of psychopathological illnesses, pre-travel advice is very important for high-risk groups, including patients with pre-existing mental illnesses and long-term travellers (expatriates, pilgrims, and social workers). Unfortunately, travellers frequently ignore the potential for medical problems, and only 30% seek medical advice before travel. Travel medicine professionals must be familiar with the basics of psychiatry and should avoid the mistake of focusing exclusively on psychotic conditions over other mental disorders. 49 Pre-travel advice should assess risk factors that might indicate a need for a traveller to be referred to a mental health professional for evaluation before the trip. The screening should develop the auto-and heteroanamnesis of the traveller (including pre-travel anxieties and phobias), preexisting psychiatric diagnoses, evidence of depressed mood at assessment, pre-existing organic illnesses that could trigger reoccurrence and the use of medications that may have psychiatric side effects.
Repatriation of the mentally-ill patient is a challenging task for the escorting medical persons: To the travel medicine practitioner, the complex procedure of repatriation involves not only the transport of the patient but also travel preparation, determination of the most appropriate time and modality of transport, maintenance of appropriate treatment during the trip and evaluating post-travel mental health status. 50 It appears safer when patients are escorted by professionals due to the increasingly strict airport security measurements and the long duration of ground ambulance trips. The cost of repatriation is the second biggest expense next to the cost of hospitalization. The cost consists of the wages and travel cost of the medical team, the cost of patient transport (generally a stretcher fare is equal to the price for four-six normal fares) and the ground ambulance fee. In some instances, it would appear that these travel cost are covered by insurance, but this is not always clear in many policies.
Mental disturbances occurred during travel are often an excluding term by many travel insurers: We analyzed 11 travel insurance policies in Hungary, and found that only six covered the costs of treatment abroad and repatriation of the mentally ill patient. It is deeply shocking that the rest of the insurance policies examined refused coverage, which practically means that the patient will be left alone abroad. The descriptions used for excluding mental health issues include 'pathologic mental status', 'depression, anxiety, mental stress, psychotic status and any kind of depressive mental disease', 'treatment of any kind of mental-or neurological disturbance, irrespective of classification or denomination of illness, and psychiatric or psychotic status, any kind of depression or mental illness' and 'any kind of mental alteration'.
These excluding clauses are often ambiguous and hidden within several pages of small print under General Terms and Conditions. Thus, in the majority of cases, these clauses were unknown to both the customer/patient and travel agent (who often unsuspectingly reassures the traveller that 'the price of the journey includes the travel insurance with no limit on repatriation service'.
It is clear from the epidemiological data that the majority of mental alterations do not count as psychosis, that many transient disturbances are of indeterminant origin and that many symptoms are due to uncontrolled external factors. Therefore, these patients are the victims of a travel-induced or travelrelated illness no different from motion sickness or trauma. If the triggering factor is the same (the travel), then the treatment of the patient should be the same. In a word, excluding the mental patient from insurance coverage is neither ethical nor consistent with the travels human rights.
Discussion
Travellers with mental disorders carry a double stigma. In addition to the stigmatization of the mentally ill seen worldwide, 51 the mentally ill traveller suffers the special circumstances of a foreigner. The identification and treatment of mental disturbances is difficult in the best circumstances. When these symptoms occur abroad, the cultural differences and language barrier make communication between doctor and patient almost impossible. When verbal communication is limited, the treating doctor cannot obtain the medical history from the patient or companion. Moreover, there may be few, if any, travelling companions familiar enough with the patient to notice the changes in attitudes and/or behaviour. In the end, only the most noticeable symptoms will draw the attention and intervention of the local medical authorities. Unfortunately, the traveller in a foreign country with psychotic or strange/aggressive behaviour is often arrested by police or security forces. The first stage of the patient's treatment is often jail, which usually leads to a rapid deterioration in mental status. The psychotic patient is often hospitalized far too late, and the delay further worsens the mental and/or organic symptoms. The late intervention by a specialist can result in difficulties in diagnosis and therapy. In developing countries, there may not be appropriate facilities for the treatment of mental diseases.
Severe mental illness occurring abroad is a difficult situation for patients, their families and for medical professionals. Most of the cases require prompt medical intervention, an effective initial treatment by a specialist and immediate hospitalization at home (which necessitates rapid repatriation). Normally, the psychotic patients should not be transported by public transport, so a ground ambulance must be used instead. Naturally, a transcontinental repatriation requires a scheduled flight (because of the cost, air-ambulance service is usually out of question). In this particular case, the appropriate preparation before and effective medication during the flight is vital. The need to repatriate psychotic patients will increase in parallel with the growing number of international travellers. Therefore, it is urgent that these problems are addressed in order to ensure an appropriate environment for the patient during the repatriation.
Besides identification and treatment, the third problem is the escort of the patient. Obviously, a psychotic person needs to be escorted by psychiatrist, especially during a long-haul flight. Yet, the patient is often escorted by a doctor or nurse working for the insurance company. These professionals must be educated in the field of assistance topics of travel medicine, be trained in emergency care and have some knowledge of the legal and organizational issues involved. Above all, they must be trained in the care of psychiatric patients. Patient care can be improved by consultation with the domestic psychiatrist and close contact during the repatriation. On the other hand, the psychiatrists in both locations should also be informed in the field of travel medicine. The specialist's task is to consider whether the patient is fit for travel and to provide the appropriate treatment during the repatriation (which is often different from the therapy in the hospital).
Acute psychosis leading to disruptive behaviour can land a traveller in a foreign jail-and not just in developing countries where inpatient psychiatric facilities may be non-existent or completely inadequate for a foreigner. Yet, the symptoms must be brought under control with medication, preferably in an appropriate hospital. The authorities, including the security forces at the airport, are poorly prepared to managing a psychotic passenger. Most airports do not have appropriate medical facilities for quarantining patients or an escort medical team, although such a team would be vital in the cases of a long wait, flight delay or when the flight involves multiple transfers. Rigid airport security regulations make the escorting team's job difficult. There are no common guideline for carrying medical devices or medicines (included psychopharmaceuticals), while careful security procedures and separate boarding for psychotic persons are seemingly intractable problems. 52 The most important step is to influence decision makers and opinion leaders to bring pressure on the travel insurance industry. Exclusions for acute mental health problems are absolutely unacceptable. It is urgent that travel insurances policies are revised and that exclusion clauses are eliminated for unpredicted mental illness. The exclusion is reasonable when the patient has a pre-existing mental disease or in the case of alcohol-or drugrelated psychotic syndromes. But there is no reason to differentiate among acute, travel-induced mental symptoms and any other travel-related illness like traveller's diarrhoea or traffic accidents.
A clear set of guidelines approved by the World Psychiatric Association and the Psyhological Health Travelers Interest Group of International Society of Travel Medicine should help in detecting and treating the traveller with mental disorders abroad. As for the travel medicine professionals, they may welcome a protocol for patient treatment during repatriation. The appropriate preparation of the patient before the trip and the application of a protocol by the repatriation facilities should decrease the insurance companies' reluctance to cover patients with travelrelated mental disorders. This task presents a new challenge for the psychiatric community, whose job is not only curing mental disorders, but defending the human rights of mental patients.
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